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Abstract
The provision of good quality long-term care to citizens represents a challenge for many European countries due to tight public budgets and ongoing 
societal transitions. To gain insights on the future of long-term care in Europe, an explorative study was conducted consisting of a review of policy 
reports and qualitative study among country experts from Albania, Bulgaria, France, Germany, Lithuania, the Netherlands, Poland, Portugal, Ukraine, 
and the United Kingdom. For the purpose of the analysis, a conceptual framework was developed. Based on this framework, the method of quali-
tative directed content analysis was applied to extract and analyze information from the reports and study transcripts. The results suggest four key 
directions for long-term care development: (a) integration, coordination and cooperation across structures and actors for better service quality; (b) 
increased scope and scale of formal service provision; (c) improved workforce planning and capacity building; (d) use of e-health and information 
technologies. The exact direction is however dependent on the country-specific guiding principles, governance capacity and funding constraints. 
To adequately respond to current challenges, policy-makers need to acknowledge the interconnectedness of long-term care issues and approach 
them from a more holistic perspective.
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Introduction
The provision of good quality long-term care (LTC) to 
citizens, represents a challenge for many European coun-
tries. Declining birth rates and ever-improving health 
care services result in increasing proportions of aged 
individuals in need for complex care. Due to the diverse 
daily needs of older individuals, however, the capacity 
of the established LTC systems to provide adequate re-
sponses, has been questioned [1]. Shortages in the care 
workforce, with an increasing disbalance in the recipi-
ent/provider ratio, endanger the quality of care. Although 
informal care provided by family members, may conceal 
the lack of formal services, it retains workforce from the 
paid labor markets and thereby, from the necessary finan-
cial contributions to taxation and insurance schemes, [2 
p. 66]. At the same time, austerity measures introduced in 
the aftermath of the last financial crisis, limit the capacity 
of households to spend on private care services and sup-
plementary welfare schemes [3, 4]. 
European countries are also struggling to finance LTC 
from taxation and cross-generational solidarity schemes. 
To make the best use of available resources and improve 
care for recipients, experts in the field have pointed to-
wards the need for increased integration in LTC, which 
includes improved co-ordination as well as adjustment 
in administration and delivery of care on all levels [5]. 
Scarce financial and human resources, as well as or-
ganizational structures in need of improvement, have 
compelled many European countries to reform the estab-
lished LTC systems or at least to consider changes. Such 
reforms have been focusing on the key aspects of LTC, 
for example on increased financing for care in France 
and Poland; strengthening informal care workers in the 
United Kingdom; or adjustment of eligibility regulations 
in Germany [6].
However, policy makers focused on the development 
of future LTC policies, are confronted with a multitude of 
challenges. While prioritization is important to respond to 
present crises, sustainable policies are needed throughout 
all LTC segments. Although the European Union (EU) 
might indicate directions for the reforms, ultimately, it 
lies within the responsibility of each European country, 
to react to the challenges of LTC and to shape adequate 
and feasible policy on the national level.
Much research has been conducted to generate better 
understanding of European LTC systemic structures [1, 
7]. Still, more ought to be known on the future direction 
of LTC in Europe, especially regarding national views 
on this issue and approaches how to react to main chal-
lenges. This is not only needed to better understand the 
general trajectory of European LTC systems but also to 
identify areas for possible future cooperation and mutual 
learning between EU member states and beyond. This 
paper contributes to the body of knowledge on LTC in 
Europe by providing information for consultants and pol-
iticians at the stage of problem identification and agenda 
setting, [8]. More specifically, the aim of this paper is to 
provide insights on the views, opinions and expectations 
on the current state and future of LTC sectors in Euro-
pean countries. Hereby, this study follows a qualitative 
approach based on the analysis of policy reports, as well 
as data collected among country experts through online 
questionnaire and follow-up online interviews. 
Methodology
In this section, the conceptual framework used in this 
study is presented. This is followed by the description of 
materials used and research methods applied to meet the 
aim of the study. 
LTC system model
Research in the field of LTC can draw upon a variety of 
existing frameworks and conceptualizations of LTC sys-
tems as a tool for analysis. Still, it may be expedient to 
start from a health systems perspective, then extending it 
to do justice to the complexity of LTC systems. Thus, for 
the purpose of gaining insights into the future of European 
LTC sectors, a conceptual framework is developed from 
a fusion of the WHO Health System Performance Frame-
work and the INTERLINKS Framework of LTC. This is 
thought to be feasible, as the building blocks in the WHO 
Health System Performance framework, provide a good 
basis for system analysis but are restricted to health sys-
tems. This is accounted for by adding key themes and is-
sues form the INTERLINKS Framework developed by the 
European Centre for Social Welfare Policy and Research 
in cooperation with thirteen European countries [1, 9]. The 
conceptual framework is presented in Figure 1. 
As shown Figure 1, the seven dimensions formed 
through the fusion of both frameworks, provide a broad 
typology of main sectors within the LTC systems. It is 
important to point that in practice dimensions may over-
lap in various constellations. Due to the difficulty of de-
picting this interconnectedness, the discrete dimensions 
are presented in a circle formation. 
In our application of the conceptual framework in this 
study, we considered the following questions per dimen-
sion:
• LTC guiding principles: What are the roles and re-
sponsibilities of families and government in LTC? 
How are ageing and LTC-needs framed (e.g. from 
a health care perspective, or with a focus on social 
inclusion and autonomy)?
• LTC governance: Are LTC regulation, administration 
and provision centralized or decentralized? Is there 
a sound legal framework for LTC on the national and 
regional level? What is the role of the market mecha-
nisms in LTC (e.g. consumer choice, competition)?
• LTC financing: Is there a dedicated source of public 
funds for LTC (LTC insurance)? Are public resources 
dominant or is LTC rather privately financed (through 
out-of-pocket payments or private insurance)? Are the 
mechanisms used to pay LTC providers, input-based 
(like global budget), output-based (like fee-for-ser-
vice) or outcome-based (like pay-for-performance)? 
• LTC service delivery: Who receives services in terms 
of eligibility indicators? In which settings are LTC 
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services provided (e.g. in institutional environments, 
at home or in multigenerational housing concepts)? 
What kind of LTC services are provided (e.g. services 
for recipients or informal carers, as cash or in-kind, 
nursing or household aid)?
• LTC management: How can quality of care be im-
proved, including formal and informal care (e.g. 
recipient’s experience of care delivery or the com-
munication between LTC actors)? How can the or-
ganization and coordination of LTC be improved?
• LTC workforce: Is care rather provided through for-
mal or informal care givers? And is there an agenda 
for increased capacity building in both types? What 
professions are involved in formal care provision (e.g. 
nurses, social care workers, etc.)?
• LTC information systems & technology: What is the 
state of embedding ICT (information and communi-
cations technology) in LTC (e.g. the use of ICT in the 
provision of home care or exchange of information)? 
What is the capacity of implementing or funding such 
technologies in LTC?
Materials and methods
To meet the aim of this study, an explorative cross-coun-
try qualitative research method was applied. The study 
included two phases: a) analysis of policy reports and b) 
a qualitative study among country experts on their views, 
opinions and expectations regarding the future of LTC 
sectors within their countries. The following countries 
were included: Albania (AL), Bulgaria (BG), France 
(FR), Germany (DE), Lithuania (LT), The Netherlands 
(NL), Poland (PL), Portugal (PT), Ukraine (UA) and The 
United Kingdom (UK). The aim was to include a wide 
range of countries representing different parts of Europe 
and different welfare state regimes (conservative, liberal, 
social-democratic, southern and eastern), including also 
countries outside the EU (Albania, Ukraine).
Analysis of policy reports 
To provide a basic overview on the state of LTC in each 
country, we carried out a narrative (non-systematic) lit-
erature review. The objective was to identity key recent 
policy reports on health systems and LTC systems for 
each country, in particular reports published by WHO, 
OECD and the European Commission (Directorates 
ECFIN and EMPL). Given this objective, the following 
documents were selected for analysis: 
• The WHO Health Systems in Transition series, which 
is developed by the European Observatory on Health 
Systems and Policies, and offers an in-depth account 
of national health care and partly of social care sys-
temic structures. 
• The Joint Report on Health Care and Long-Term Care 
Systems & Fiscal Sustainability, developed by Direc-
torate ECFIN and the Ageing Working Group of the 
Economic Policy Committee, which has a focus on 
finance, and provides extensive information on coun-
try’s health care and LTC systemic structures. 
• The Thematic Report on Challenges in LTC series, of 
the European Social Policy Network (ESPN) which 
provides an updated and specific information on Eu-
ropean national LTC. 
• The Health at a Glance report of EU and OECD pro-
vides a comparison of expenditure indicators.
These sources were chosen, as they provide com-
parable and reliable data on the EU member states. As 
it proved difficult to obtain data for non-EU countries 
through the above sources, additional sources were added 
for Albania [10‒12] and Ukraine [13‒15]. Besides, two 
background papers were included [13, 16].
The sources were analyzed to extract information on 
the characteristics of the national LTC systems: current 
state and future directions. As national institutional struc-
tures in the field of LTC are complex, and the selected 
policy reports are comprehensive, a complete presenta-
tion of the national LTC systems is outside the scope of 
this paper. The results are focused on providing an over-
view of national LTC in the countries included in this 
study, based on the seven dimensions of the LTC model 
presented in Figure 1. To limit the amount of information 
presented here, one subcategory of each dimension was 
chosen at the researcher’s discretion.
Qualitative study among country experts
For the purpose of this study, experts (informants) from 
16 European countries were invited to participate. The 
experts were chosen based on a non-probabilistic con-
venience sampling technique. Specifically, experts from 
the professional networks of the researchers, were con-
tacted. All experts were university-level researchers with 
a holistic view on the LTC sector in their country. Partici-
pants from the academic field, were considered suitable 
to express their views, opinions and expectations on the 
future of national LTC, as they obtain a professional, crit-
ical view on tendencies and developments. The advan-
tages of conducting expert interviews have been shown 
in previous studies [17, 18]. Experts from ten countries 
(Albania, Bulgaria, France, Germany, Lithuania, the 
Netherlands, Poland, Portugal, Ukraine, and the United 
Kingdom), accepted to participate. Each country was 
represented by one expert. Table I presents a summary 
of their characteristics. We could not identify a suitable 
expert from Denmark, Finland, Greece, Hungary, Italy 
and Ireland, despite the contacts in our professional net-
works. 
A set of basic open-ended questions was developed in 
English language, covering the seven dimensions of the 
LTC system, as demonstrated by the conceptual frame-
work in Figure 1. The questions were directed towards 
gathering data on views, opinions and expectations re-
garding the future of LTC in the participants’ countries, 
and were formulated in a way that they were relevant 
and comprehensible for the participant. The set of basic 
questions was used to develop a questionnaire document, 
which was sent to participants via email. At the begin-
ning of the questionnaire, a question on informed consent 
was included, and participants could provide information 
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Characteristic Number of participants
Gender 
Male
Female
3
7
Age 
Up to 30 years old
31‒4
41‒50
51‒60
61‒70
1
1
3
3
2
Non- university level vocational training: professional education completed
Yes
No
2
8
Highest grade of education completed  
Post-graduate work doctoral level 
Not reported
1
9
Field of academic education completed
Health Sciences
Medicine 
Social Sciences
Economics
Engineering/Technology
4/10
2/10
3/10
7/10
1/10
Connection of the topic LTC to own work
Research
Teaching
Practice/Occupation
10/10
6/10
2/10
Time LTC has been the main topic/central issue in own professional work: 
Up to 5 years
6–10 years 
11–20 years
5
2
3
Activities in the field of LTC:
Publication in peer-reviewed journals
Teaching university level
Teaching/consultation on the government (national/local) level
Participation in LTC-related conferences
Participation in non-governmental projects in LTC
Current work in close dialogue with LTC providers
Current work in close dialogue with LTC recipients
Personal experience/involvement with LTC (e.g. family members)
8/10
5/10
4/10
7/10
6/10
1/10
1/10
3/10
Table I. Participants’ characteristics (N = 10).
Source: Own study.
on their personal profile. At the end of the questionnaire, 
information about the subsequent steps, was given.
The data collection process consisted of two steps: 
filling in the online questionnaire and follow up online 
interviews (alternatively email correspondence) to dis-
cuss the answers filled in the questionnaires. A formal 
email including the questionnaire document, was sent 
to the email address indicated by the participants. The 
email contained background information on the research 
project, while instructions for filling in and returning the 
questionnaire was included within the questionnaire. Par-
ticipants were given 14 days to fill in their answers. If 
necessary, after the 14th day, a reminder was sent to the 
participants followed by an optional 14 days extension of 
the deadline. The received questionnaires were reviewed 
and used to prepare additional clarifying questions. 
Participant were then contacted for a short interview to 
discuss the answers to the basic questions and to clarify 
any additional questions, if needed. Alternatively, addi-
tional questions were clarified via email correspondence. 
The follow-up interviews were carried out via Skype or 
WhatsApp call, depending on the participant’s prefer-
ence. During the follow-up interviews, notes were taken. 
The filled-in questionnaires and transcripts (notes) 
of the interviews were analyzed through the method of 
directed qualitative content analysis. This is a deductive 
approach based on pre-defined themes and data extrac-
tion is based on a template covering these themes [19, 
20]. In this study, the themes were the key dimension 
of LTC systems presented in Figure 1. For the purpose 
of the analysis, a template per country was developed 
covering the key LTC dimensions. The data extracted in 
the country templates, were synthesized and were pre-
sented in the form of narrative description per dimension. 
The country templates can be provided by the authors on 
request. 
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Ethical considerations
Prior to the data collection, ethical approval was received 
from one of the ethics committees at the Maastricht Uni-
versity. Participants filled in an informed consent form, 
which was attached to the questionnaire. All data collect-
ed in this study were treated with great caution to avoid 
any actions, which could have disclosed the participants. 
Specifically, to safeguard confidentiality and privacy of 
participants, results from the qualitative analysis were 
presented for all countries or a group of countries indicat-
ing the frequency of arguments without statements about 
the individual countries (which could directly disclose 
our raw data since we had only one expert per country). 
For all ways of communication with the participants and 
processing of related data, the Maastricht University 
email account and virtual private network were used, as 
they operate under higher security standards.
Results
The policy reports listed in the Methodology section and 
data collected among the country experts, are used to 
analyze the current state of LTC systems in the selected 
countries as well as the vision for their future, based on 
the seven dimensions of the LTC model presented in 
Figure 1. The results of the two parts of the study are 
presented together per dimension, starting with current 
state followed by the experts’ opinions on future develop-
ments. 
Guiding principles – goals/objectives of LTC
As suggested by the policy reports reviewed, across 
countries, the goals and objectives of the national LTC 
systems are frequently defined in policy documents. 
Broadly, they can be categorized into service-related 
goals and objectives (outputs), as for example health 
prevention and rehabilitation, comprehensiveness of ser-
vices, availability and accessibility; or user-related goals 
and objectives (outcomes), such as avoidance or delay of 
dependency, social participation, autonomy, dignity and 
the recognition of user needs. Still, national ambitions 
to achieve goals and objectives, such as increased acces-
sibility and affordability, are not necessarily adequately 
represented in subsequent policies or legislation, which 
are especially lacking in Albania and Ukraine.
The predominant aim of LTC policy, visible for all 
ten countries, is to prevent or delay dependency of in-
dividuals on state or family support. In the LTC domain 
of health care, this is visible in actions towards health 
protection and promotion (BG, DE, FR, LT, NL, PL), 
avoiding recurring hospital admission (BG, DE, FR, NL, 
PL) and strengthening rehabilitative measures (BG, DE, 
FR, LT, NL, PL, PT). While initiatives in the field of geri-
atrics might be existent in all ten countries, they are only 
explicitly visible in documents in France, Lithuania and 
Albania.
A second aim focusses on user-related rights and in-
terests. Most visible are initiatives for social inclusion of 
elderly people, as prevention of loneliness or isolation 
(BG, DE, FR, LT, NL, PL, PT). Besides, the possibil-
ity for elderly individuals to lead autonomous lives (BG, 
DE, FR, LT, NL, PT, UK), in dignity (BG, FR, PL, PT, 
NL) and to co-determine the organization of care re-
ceived (BG, DE, LT, PL, PT, UK) are also considered in 
national LTC documents.
Lastly, the aim of LTC services to provide good qual-
ity of life (BG, LT, PT) and to be generally ample (BG, 
DE, FR, PT) is also apparent in the countries.
On the current state of guiding principles in LTC, 
country experts mainly mention the roles and responsi-
bilities of various actors, especially of families and com-
munities (N = 4) and of the central and regional authori-
ties (N=4). Further, a variety of views on LTC in public 
discourse (N = 3), for example the role of institutional-
ized care, are mentioned. Some country experts describe 
sustainability as a service-related value (N = 3), and in-
dependence as recipient-related value (N=2), as well as 
trends towards more recognition of needs (N = 2) in the 
perception of ageing. 
The state of service-related values is assessed as 
a main challenge of the LTC guiding principles (N = 7), 
followed by differing views on LTC (N = 5), for example 
on the use of new technologies in care provision. Fur-
thermore, a concern is expressed to an equal extent on 
the state of user-related values (N = 4), such as access to 
services (N = 4) and independence (N = 2). Country ex-
perts point as well towards the issue of the role of family 
in care provision (N = 4), in the presence of changes in 
family structures, such as increasing female labor partici-
pation. To a lesser degree, the framing of elderly persons’ 
needs (N = 2) is mentioned as possibly problematic. 
In future, the need for more access to care (N = 4), 
for more flexible and customizable services (N = 4) and 
more demand-based LTC provision (N = 2) is expected, 
as well as more focused LTC policy (N = 3), for example 
clear definitions of LTC. While country experts assume 
more central and regional authority obligation to enable 
formal LTC provision (N = 3), the role of family care is 
expected to remain (N = 2). Future recognition of holistic 
care needs (N = 1) is described as desirable.
Governance – schemes/levels of LTC governance
The policy reports indicated that across the ten countries, 
the division of regulatory action and decision-making is 
shared between the domain of health care (such as health 
ministry/national insurance funds) and the domain of so-
cial welfare (such as ministries of labor or social security/
social insurance) as well as between central and regional 
authorities.
In all ten countries, LTC legislation is adopted by the 
central government within the frame of either health or 
social policy. Mostly, legislation on LTC is apparent in 
social policy (NL, FR, UK) and policies on ageing (LT, 
FR). Lack of clear legal definition of LTC and inherent 
services is an issue in some countries, as for example in 
Bulgaria. Supervision of public insurances and health 
care or LTC institutions (DE, LT, NL) is also exerted 
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from the central government level. The same holds for 
decisions on health and social care spending (BG, NL, 
PT, UK).
National health ministries support the development of 
health and LTC policies (BG, LT, NL, PL, PT). Likewise, 
ministries of labor or social security are involved in de-
veloping social policy (BG, LT, PL), and may contribute 
to the creation of LTC-related institutions, as in the case 
of Portugal. Few countries show distinct LTC institu-
tions, or LTC insurance (NL, DE, PT). In Germany, LTC 
funds carry responsibility for access to home care.
The most visible responsibility of regional authorities 
or governments is to guarantee access to institutional care 
and social security services by allocating the budgets ac-
cordingly (BG, DE, FR, LT, NL, PL, UK). Besides, there 
may be some discretion on how to implement national 
policies on the local level (FR, PL, UK). On this level, 
decisions are made on the need for and eligibility of ad-
mission to care (LT, NL, PL, UA, UK), as well as on 
quality assessment of care provided (DE, LT, PL). Social 
care institutions may verify the need for LTC locally and 
decide on the care organization (BG, FR, LT, NL, PL, 
UK) as well as on the administration of monetary social 
benefits (DE, FR, PL, NL).
On the governance in LTC, country experts comment 
mostly on existing structures (N = 6) and trends towards 
decentralization (N = 5), while to a lesser degree on on-
going reforms (N = 4). The role of the market mecha-
nisms is mentioned with regard to financial incentives 
(N = 3), for example to invest in e-health, and regarding 
government interventions (N = 2). LTC legislation and 
the following implementation (N = 4) are assessed as 
a challenge, exactly like the impeding factor of existing 
hierarchical structures (N = 4). The organization of LTC 
on the regional/local level is also assessed to be problem-
atic (N = 2). The lack of government financial investment 
(N = 2), for example, in e-health, and competition (N = 3) 
is named as market-related challenges. 
In future, more LTC-specific legislation (N = 5) is 
expected, and to a lesser degree a shift from institution-
alized care towards home care (N = 3). While trends 
towards decentralization are expected (N = 4), regional 
authorities may continue to play a role in LTC depending 
on the central authority support (N = 3), for example in 
financing services. An increase in private care services 
is expected (N = 3) as well as an increase in competition 
(N = 2), for example between providers to attract care 
workers.
Financing – sources of LTC funding
The policy reports distinguish between funding of health 
care and funding of social care for LTC recipients. 
Throughout the ten countries, health care for elderly per-
sons at home or in institutional settings, is covered under 
the corresponding national health schemes (insurance or 
tax-based), but out-of-pocket payments may also apply 
depending on national health system regulations. 
At the same time, social care spending is frequently 
financed from the central taxation (BG, FR, LT, PL, UK). 
In Germany and the Netherlands, there is LTC insurance 
funded via employer contributions and employee salary 
deductions. Budgets are transferred to the regional level 
(BG, PL, NL, UA). Regional authorities and govern-
ments commonly carry the responsibility of financing 
social care provision from budgets received from the cen-
tral government or taxes levied locally (BG, FR, NL, PL, 
UA, UK). Hereby, national austerity cuts influence the 
access to care negatively (NL, UK). Care recipient’s pri-
vate financial resources are therefore an important source 
of funding social care in most countries (BG, DE, FR, 
LT, NL, PL, PT, UK). The same applies for means-tested 
payments for institutional care (BG, DE FR, LT, NL, PL, 
UK). Pensions or other welfare benefits are the universal 
mean of financing own care, if users do not dispose of 
substantial own funds.
The role of the EU structural funds in developing re-
gional LTC services, is especially reported for Poland, 
Lithuania and Portugal. The role of ministries in funding 
LTC is not clearly visible from the policy reports ana-
lyzed, while in Portugal the Ministry of Health contrib-
utes financially to national LTC institutions, and minis-
tries for social affairs contribute to LTC in both, Portugal 
and Bulgaria. The role of private LTC insurance varies 
greatly across countries. It is common in France and Ger-
many, but marginal in Bulgaria and Ukraine.
In a few countries, family members have a legal ob-
ligation to support elderly people in- kind or in financ-
ing their care (DE, FR, UA), while this is not the case 
in some other countries (NL, PL, PT, UK). Still, strong 
traditional perceptions on family members as support at 
old age, are apparent in all ten countries and are vital 
where there is insufficient public LTC service provision 
(AL, UA).
Users who are eligible for direct cash payments to 
finance care, may use those payments to remunerate in-
formal care givers (DE, LT, PL, PT, UA). Yet, in some 
countries, spending is subject to close supervision (FR, 
NL, UK). Direct cash payments to users are not available 
in the Netherlands. Sometimes caregiver qualify for cash 
benefits, yet national conditions differ (DE, NL, PL, PT, 
UA, UK). It may, for instance under certain conditions 
be possible to take up by caregivers paid employment 
simultaneously (DE).
Regarding the current state of LTC financing, country 
experts mention the policy discussion related to sources 
of funding (N = 5) and changes in funding (N = 5), and 
to a much lesser degree, discussion on the existing ways 
of formal provider payment (N = 1). As the main chal-
lenge in funding LTC, country experts state the difficulty 
of funding current care needs (N = 8), followed by the 
difficulty of budgeting for future care needs (N = 6). Ad-
ditionally, the issue of developing strategies for informal 
care work remuneration (N = 1) is also mentioned.
For the future, country experts expect trends towards 
outcome-based payment mechanisms in provider pay-
ment (N = 4) and overall trends towards more public 
funding (N = 2), changes in public funding mechanisms 
(N = 2) and continued co-payments by LTC recipients 
(N = 2). 
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Management – quality improvement in LTC organizational 
structures 
According to the policy reports, all ten countries general-
ly recognize the need for more integration between LTC 
decision-making bodies, providers and care recipients. 
Improved cooperation is thereby seen as an essential step 
in achieving better care outcomes for the recipient by us-
ing national resources efficiently (FR, NL).
Policies to reduce barriers for LTC development 
between central and regional authorities have been im-
plemented by most of the countries, with a general trend 
towards decentralization and conferral of responsibili-
ties to regional levels (AL, BG, DE, FR, LT, NL, PL, 
PT, UK). The need to reduce regional variations in access 
to care has been expressed, especially regarding elderly 
individuals living in rural areas with low infrastructures 
(AL, FR, LT, PL, UA). Additionally, policies have fo-
cused on the transition from institutionalization towards 
more community-based care provision (BG, FR, LT, PL, 
PT), as for example by encouraging home modification 
to facilitate home care (FR, DE).
Action for closer cooperation between health care 
and social care institutions have been implemented for 
example through institution building on regional level 
(FR, PT), or by legislation on revised responsibilities 
of both sectors (BG, FR, NL, PT, UK). Another trend is 
the strengthening of temporary care solutions for elderly 
people after a hospital discharge (BG, FR, PT). Besides, 
an exchange of experience between different profession-
als in care provision and the creation of multidisciplinary 
work teams have been pushed forward (BG, PT, UK).
Some countries are found to have supervisory bodies 
for accreditation and performance assessment of LTC in-
stitutions and care providers (BG, DE, LT, NL, PL, UK). 
They partially offer services of complaints management 
(LT, NL, PL, UK). Besides, initiatives for connecting in-
formal carers, are resulting in a stronger visibility and 
consideration of their interests (FR, PT).
Regarding the state of LTC management, the coun-
try experts indicate likewise trends towards more qual-
ity improvement in the outcomes for care recipients (N 
= 3) and within organizational LTC structures (N = 3). 
Subsequently, trends in linking social and health care (N 
= 2) are described. Still, the persistent lack of overall in-
tegration of LTC organizational structures and between 
actors (N = 7) is formulated as the main challenge in LTC 
management. Also, the lack of concrete strategies (N = 
3) and the lack of human resources (N = 3) are assessed 
as key challenges. Country experts also mentioned the 
lack of strategies for quality assessment of care outcomes 
(N = 3), especially in informal care. 
Regarding the future of LTC, most country experts 
expect trends towards more integration in LTC organiza-
tional structures (N = 8), especially between social care 
and health care (N = 5). Also, the improvement of the di-
rect outcomes for the recipients, is estimated to increase 
(N = 4). Trends towards more concrete strategies (N = 2), 
more human resources such as specific skills (N = 2), and 
more cooperation in organizational structures (N = 1) are 
also named in the experts’ opinion.
Service delivery – settings of LTC service provision
In the ten countries, LTC services are received either in 
institutional environments or at the user’s home, as indi-
cated by the reviewed reports. Besides, there are mixed 
forms such as limited stay in day-, night- or transitional 
care facilities (BG, FR, DE, LT, NL, PL, PT, UA, UK). 
Access to formal care is generally dependent on the de-
velopment of national LTC structures and resources. For 
example, the LTC spending as percentage of GDP in the 
Netherlands is high because formal LTC structures are 
widely established. In comparison Bulgaria, for which 
percentage of GDP spending on LTC is lowest among 
the EU member states, related LTC structures are found 
to be scarce.
Across the ten countries, home and community care is 
generally preferred over institutionalized care by citizens 
and national governments (AL, BG, DE, FR, LT, NL, PL, 
UA, UK). Where there is a lack of access to formal care 
services at home or financing issues related to these ser-
vices, formal institutional care is considered as option, 
nevertheless informal care at home is the service mostly 
preferred by users (BG, LT, PL, PT).
LTC services are related to either the health care or 
social care domain. A recurring pattern across countries 
is that care recipients with health care needs have these 
needs met under the former domain (health insurance/
national health service), while where health care needs 
are not the main reason for care, or users lack own finan-
cial means to purchase care privately, they are met by the 
latter domain (social insurance/social security schemes). 
Another differentiation can be made for service supply by 
provider, such as public organizations, private for-profit 
or private non-for-profit (such as NGOs and religious 
groups). Where health services are easier accessible or 
more affordable than social services, or when no alterna-
tive LTC solutions are at hand, people in need of care 
may turn to secondary health care providers (e.g. using 
inpatient hospital care instead of residential care result-
ing in “social care” beds in hospitals). While this is the 
case across all ten countries for acute and chronic care 
hospital wards, it is especially mentioned for Poland, 
Ukraine and the United Kingdom. Such bed occupancy 
is partly based on repetitive readmission on grounds of 
health care needs. As a result, hospital beds are unneces-
sarily occupied and cannot be accessed by other patients 
(PL, UA, UK).
In some countries, residential care under the domain 
of health care is additionally provided in nursing homes 
or hospices (BG, DE, FR, LT, NL, PL, PT, UK). Provi-
sion of residential care under the domain of social care is 
apparent in social assistance or retirement homes. Such 
homes are predominantly under public stewardship (AL, 
BG, DE, FR, LT, NL, PL, PT, UA), or else they are under 
stewardship of private not-for-profit (AL, BG, DE, LT, 
NL, PL, PT, UK) or by private for-profit organizations 
(AL, BG, DE, LT, PL, PT, UA, UK), with the latter com-
monly charging high prices to users.
Home care under the domain of health care is com-
monly offered via mobile health care staff, such as nurses 
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or assistants, who may work as self-employed or are em-
ployed at primary or secondary health care facilities (AL, 
BG, DE, FR, LT, NL, PL, PT, UK). Under the domain of 
social care, non-medical home support/assistance is pro-
vided either by professional teams of public institutions 
(AL, BG, FR, LT, NL, PL, PT, UA), by private not-for-
profit (AL, BG, DE, FR LT, PL, PT, UK), or by private 
for-profit providers (AL, DE, LT, NL, PL, PT, UA, UK). 
The important role of traditional religious institutions in 
enabling community-based and home-based care support 
are visible throughout the ten countries.
Besides, there are mixed forms of available care set-
tings, including day/night care, which often bridges the 
time of informal carers absence (BG, DE, FR, LT, PL, 
PT, UA, UK), sheltered housing or assisted living solu-
tions (BG, FR, LT, NL, PT, UA), as well as transitional 
care for care recipients with health care needs (BG, DE, 
FR, NL, PL, PT, UK). These mixed types are frequently 
publicly provided under the domain of social care (BG, 
NL, PL, UK).
On the state of national service delivery in LTC, coun-
try experts mostly mention trends towards more service 
provision, both at home and in institutional settings (N = 
6). Changes in the focus of eligibility criteria for receiv-
ing care are stated by three country experts, while the ex-
istence of eligibility criteria (N = 1) and usage of services 
by type of benefit (N = 1) are less visible. The limited 
range of health care and social care services is named 
by the country experts as a major challenge (N = 4), fol-
lowed by concerns on patterns of service usage (N = 2), 
as cash benefits intended for care spending may com-
pensate for low personal disposable income instead. The 
challenge of availability (N = 2) and accessibility (N = 1) 
of services is also mentioned, yet les often. 
Regarding the future of national LTC services, gen-
eral trends towards more service provision (N=6) are 
mostly stated. Subsequently, country experts address 
trends in provision especially towards home care and 
community care (N = 3) and towards private providers 
(N = 3). Country experts point towards the issue of fail-
ing to detect complex care needs in future (N=2), and 
the need for more holistic eligibility indicators (N = 1). 
Lastly, a future trend of more provision especially by 
public providers (N = 2) is expected.
Workforce – LTC workforce planning/capacity building
Initiatives to match future care needs with adequate 
workforce capacities may follow two separate directions, 
as indicated in the policy reports reviewed. Firstly, they 
aim at mobilizing the human resources of informal car-
egivers, which appears to be the predominating strategy, 
as informal caregivers are vital to secure home care for 
the elderly persons. Secondly, they aim at strengthening 
formal care professionals. 
The former group of initiatives includes policies of-
fering caregivers more flexibility in delivering care, as 
respite care under country-specific conditions (DE, FR, 
LT, NL, PL, UK) and leave from paid work which is ac-
companied with financial benefits in some countries (BG, 
DE, FR, NL, PL, UK). Besides, welfare benefits may, 
under conditions, be available to informal carers (DE, LT, 
PL, UA, UK). Actions to equip informal carers with pro-
fessional knowledge and coping skills have been taken 
by most of the countries, even though partially on the 
local level and by private (non-for- profit) initiatives only 
(BG, DE, FR, LT, NL, PL, PT, UK).
The latter includes policies to establish new occupa-
tional profiles (BG, PL), to make existing care profes-
sions more appealing on job markets (DE, FR, NL, PT) 
and to confront national issues of care workforce migra-
tion, a pressing issue for Bulgaria, Lithuania, Poland and 
Ukraine. In addition, various countries have taken gen-
eral actions towards increasing the quantity of care work-
ers (BG, DE, FR, NL, PT). As indicated by the reports, 
only Portugal has genuinely approached the recruitment 
of informal carers as formal care professionals.
For the current state of LTC workforce, country ex-
perts describe the state of political discussion on care 
workforce capacity-building (N = 3) and on benefits for 
informal caregivers (N = 2). Besides, informal caregiv-
ers are mentioned as important resource (N = 2). A major 
challenge in planning care workforce, is emigration of 
care workers (N = 5). Besides the lack of care training and 
skill development (N = 2), some country experts mention 
a general decline in young workforce (N  =2) and the issue 
of care work being unattractive on job markets (N = 2). 
In future, informal care workers are expected to re-
main an important resource (N = 3), and to be supported 
and encouraged (N = 2). Trends towards higher remuner-
ation (N = 4) and increased training and education (N = 3) 
are anticipated regarding the formal care workforce.
Information systems & technology – e-LTC
The development and implementation of electronic health 
data policies varies across the countries analyzed. The 
policy reports indicate that electronic user records and 
data exchange between LTC actors are thereby still con-
fined to the domain of health care. Nevertheless, progress 
in e-health may simultaneously strengthen “e-LTC”, im-
proving electronic data exchange in the organization of 
care for the elderly persons. The social care dimension 
of LTC is not incorporated in national e-health programs 
and while recipient-related data sharing between social 
care administrative bodies may be in place, no related in-
formation could be found in the analyzed policy reports.
Common technologies to support health care for el-
derly persons are the verification of entitlement for health 
services at point of use (BG, DE, PL, PT) and the elec-
tronic documentation of patient data by providers (BG, 
DE, FR, LT, NL, PL, UK). Actions towards increased use 
of new technologies and e-health are visible in various 
countries, as for example encouraging of tele-care in the 
provision of care at home (FR, PL); the establishment 
of electronic data platforms either allowing for data ex-
change between care actors and improved user-access to 
medical records and information (BG, DE, FR, LT, NL, 
PL, PT, UK), or as medium for accreditation and moni-
toring procedures (BG, LT, NL, PL).
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Comparable information for Albania and Ukraine 
could not be found in the policy reports analyzed, while 
electronic documentation of medical data is established 
in both countries.
Regarding the current state of LTC information sys-
tems and technology, country experts describe mostly 
the state of e-health/e-LTC development (N = 8) and to 
a lesser degree the role of private organizations (N = 2) 
and public funding (N = 1) in R&D for LTC. As main 
challenge for e-LTC, existing organizational structures 
are mentioned as inhibiting factor (N = 4), but also the 
lack of resources (N=2). Both are assumed to continue in 
future (N = 1 respectively). The effectiveness (N = 1) of 
newly developed products is as well seen as critical issue. 
In future, trends towards more e-LTC (N = 7) and more 
innovation (N = 1) are expected.
Discussion
Based on the views, opinions and expectations regarding 
the future of the LTC sectors in Europe, results suggest 
four main concerns related to LTC management, service 
delivery, workforce as well as information systems and 
technology respectively. The other foundation elements 
of the LTC systems (see Figure 1), namely guiding prin-
ciples, governance and financing, are also connected 
although inexplicitly. The four main concerns are subse-
quently discussed.
Integration, coordination and cooperation across LTC structures 
and actors
The first main concern relates to the integration, coor-
dination and cooperation across LTC organizational 
structures and between LTC actors, which fall under the 
dimension of LTC management.
A lack of integration across organizational structures 
is still perceived as an important challenge in the coun-
tries included in this study. Country experts partially at-
tribute it to persisting hierarchical structures within and 
between institutions and between individual actors. It 
might be also explained, by the historical development 
of institutions and of the relationships between different 
professions. As previously pointed out by Pfau-Effinger 
[21], path dependency is an important mechanism, which 
can inhibit societal transitions. Therefore, established 
(hierarchical) structures and beliefs about competencies, 
may only slowly give room for new approaches [22]. 
Concerns of negatively impacting quality of care when 
following established structures, are also expressed in 
this study, urging towards structural changes in future. 
This is in line with the literature on the importance of 
care integration to improve channels of communication 
between providers and generate better care outcomes, 
also through user empowerment [23‒25]. 
Another ongoing concern related to quality of care is 
the lack of clear LTC legislation. While country experts 
already describe ongoing change in governance, such as 
shifts of responsibilities from the central to the regional 
or municipal level, further changes are requested for LTC 
legislation, which is thought to be insufficient or failing 
to integrate the domains of health and social care. Action 
in the dimension of governance is a prerequisite for better 
coordination and cooperation between the institutions of 
health and social care. LTC-specific legislation is needed 
to define clear areas of responsibility for institutions and 
care providers to facilitate for example care transitions, 
thereby safeguarding consistency and continuity and im-
proving quality of care [26]. It is hardly surprising, that 
LTC specific legislation (and implementation) are seen as 
an important factor for the future LTC [22]. 
As LTC has evolved from the private to the pub-
lic sphere in the 20th century, governments now obtain 
a more central role in guiding and organizing LTC. While 
foundation for care arrangements has previously strongly 
been within the family and community relationships, 
over time, government increasingly needed to assume 
this foundation-building role by means of legislation, 
regulation and contracting [1, 27]. This can also explain 
why LTC legislation and implementation have developed 
slowly over time.
Scale and scope in formal service provision
The second main concern relates to the scale and scope of 
formal service provision, which fall under the dimension 
of LTC service delivery.
A limited scope of formal services for elderly persons 
is a challenge, because it can lead to unmet care needs. 
This challenge is partly due to the division between 
health and social care services. In particular, the scope 
of care services may be limited for institutional reasons. 
Initiatives to expand the scope of care services have pre-
viously succeeded by reaching better integration between 
health and social care provision [28]. Besides, the scope 
of service delivery may be increased through financial 
investment in new forms of care, e.g. innovative housing 
concepts, which is related to the LTC financing dimen-
sion [29, 30]. Specific political decisions made in LTC 
financing can therefore impact the range of LTC service 
delivery. 
More formal service provision, also for home care 
and outpatient care has been demanded in the past and 
increasing scale and scope is still expected for the future 
which is in line with general trends of increasing demand 
for user-centered service delivery [1]. To increase access 
to care (quantity), eligibility criteria will need to be re-
vised and extended implying revision of legislation and 
regulation [22]. Also, the increase in the scale and scope 
of formal service provision depends on professionals in 
service delivery, meaning that adequate workforce ca-
pacities must be in place [31]. Despite ongoing discus-
sion on changes in funding, the funding of care needs 
and budgeting for future needs are assessed as main chal-
lenges. This is expected given the tight public budgets 
and austerity measures [4, 3, 32, 33]. 
Thus, financial planning considerably impacts the 
availability of and accessibility to care services. This 
does not only refer to the size of the public budgets avail-
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able to be spent on LTC, but also to the payment mecha-
nisms which create (des)incentives for improving quality 
of care for formal care workers in domestic labor markets 
[22, 34]. However, adopted legislations and regulations 
are decisive for care funding and subsequent service de-
livery. One way of mitigating the lack of public financial 
resources for LTC would be the support of public-private 
partnerships which represents a change in governance 
[35]. Through such partnerships, governments could 
contract private care providers, which is often related to 
private investment hence partly shifting financing obliga-
tion from the government to private firms [36, 37].
Workforce planning and capacity building
The third main concern is connected to workforce plan-
ning and workforce capacity building which fall under 
the dimension of LTC workforce.
While ongoing national discussions on building the 
care work capacity are addressed by country experts, 
workforce emigration is expressed as a pressing chal-
lenge. This finding may be explained by the selection 
of countries for this study and the relative importance 
of workforce emigration for the national LTC policy. As 
pointed out in the preceding paragraph, recruitment and 
retention of workforce is also dependent on the creation 
of related (financial) incentives, on labor market mecha-
nisms, but as well on public investment in professional 
education [22, 38]. 
The need to raise attractiveness and financial incen-
tives for the employment in formal care professions, 
has been recognized in the past and is still relevant for 
the future, as care workers currently face critical work 
conditions and financial disincentives [39, 40]. What 
is more, recruitment policies in the countries receiving 
workers from other countries, are confronted with norma-
tive perspectives on goals and objectives of LTC. Exist-
ing research on the critical (social) impact of care work 
emigration on home countries, poses questions to the 
morality of recruiting care workforce from economically 
weaker countries [13, 41]. Policy solutions for workforce 
planning and capacity building are therefore depending 
on both, considerations of LTC guiding principles and 
LTC financing.
E-health and information technologies
The fourth main concern has to do with e-health and in-
formation technologies, which fall under the dimension 
of LTC information systems and technology.
While e-health development is addressed by the coun-
try experts, related national infrastructures and organi-
zational characteristics are a challenge. Infrastructures 
hereby relate to the resources available to establish func-
tional e-health systems, including technology and know-
how. Here, the influence of the LTC financing dimension 
becomes apparent, as private service providers, but as 
well public institutions, depend on funding (or subsidy) 
of technology and on investments in professional educa-
tion [22, 42]. In countries where funding of information 
technology is insufficient, chances for increased inter-
communication and coherence in care service delivery 
are missed [26, 43]. Ongoing trends towards further de-
velopment of and investment in information technology 
for LTC have previously been described, with the prom-
ise of maintaining and improving care recipient’s quality 
of life and saving national household budgets [33]. Still, 
such ambitions are constrained by financial means, as 
described above. 
In addition, organizational characteristics relate to 
structures that create a barrier to development, such as 
reluctance of professionals to adapt to new technology 
and need for legislation to regulate concerns of data pro-
tection, both of which touch upon the dimensions of LTC 
guiding principles and LTC governance. Such barriers are 
expected as the use of new technology is confronted with 
normative considerations in relation to goals and objec-
tives of LTC, for example in the introduction of robotic 
technology to support care for elderly persons and its 
implications for them, their direct surroundings but also 
society [44]. 
Increased data collection and exchange have been 
pushed forward in the past and are expected for the 
field of e-health in the future, but will rely on adequate 
and clear legal boundaries for privacy aspects, which 
boundaries need to be set by the government [43, 45]. 
The realization of e-LTC as a comprehensive network 
between electronic social and health care records, is only 
a projection for the future but would strongly depend on 
decision making in LTC governance. Still, it is a relevant 
component for improved LTC in the future [1]. The pro-
motion of e-technology among care users and improving 
its user-friendliness is another precondition for the digital 
transition in LTC.
Study strengths and limitations
This study provides a comprehensive approach to the 
analysis of the LTC systemic features, as well as national 
LTC structures in ten European countries. In addition, 
the combination of the analysis of policy report and data 
from qualitative study among country experts allowed for 
a triangulation of the findings. However, the sample size 
was limited (one participant per country), which prevents 
the triangulation of opinions per country. To receive data 
representative for Europe as a region, geographic vari-
ety of countries was considered. Nevertheless, the study 
cannot be representative for Europe because the Scan-
dinavian region was not included. To ensure the clarity 
of answers and avoid misunderstandings or misinterpre-
tations, online questionnaire was combined with follow 
up interview with the country experts. Even though the 
study was supported by the entire research team, the pri-
mary data analysis was conducted by the main researcher 
and a certain degree of subjectivism cannot be excluded.
Conclusion
In the presence of societal change and limited public 
budgets, the organization and provision of LTC for citi-
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zens poses a considerable challenge to European coun-
tries. Policy makers are thereby confronted with the 
complexity of LTC systems, as presented at the outset 
of this paper. 
This study has identified main concerns across the 
LTC sectors of ten European countries, namely Albania, 
Bulgaria, France, Germany, Lithuania, The Netherlands, 
Poland, Portugal, Ukraine and The United Kingdom. Al-
though the study did not involve all European countries, 
findings on the relationship between LTC policy issues 
are universal and can therefore be a starting point for 
LTC system analysis in other countries as well.
To account for the interconnectedness of LTC issues, 
policy makers should adopt holistic approaches by con-
sidering the complexity of LTC when developing single 
policies within the seven dimensions of the LTC frame-
work presented in this paper. Based on the similarity be-
tween the health systems and LTC systems, policy mak-
ers are encouraged to seek orientation and inspiration for 
future LTC policy from established health-related policy 
[1]. Stronger consideration of LTC in domestic policies 
is recommended. For this purpose, key stakeholders and 
interest groups ought to be considered, to foster dialogue 
and knowledge exchange as a basis for the establishment 
of a leading decision-making body [46]. 
Furthermore, financial and managerial support may 
be sought from EU funding and EU expert groups. Am-
bitions towards more integrated care policy are visible 
in many European countries. However, further research 
is needed to explore concrete strategies of implement-
ing and further assessing the feasibility depending on 
national institutional structures. 
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